Complete Stenosis of Larynx left after Diphtheria and
Tracheotomy, in a Boy when aged 1 year and 2 months; completely cured by Repeated Intubations spread over Three Years.
By STCLAIR THOMSON, M.D.
THIS little boy, Herbert B., was admitted in September, 1906. Three weeks before admission tracheotomy had been performed for diphtheria. On admission it was found that he was absolutely voiceless; there was no respiration through the larynx, but he breathed entirely through a well-done low tracheotomy. By direct laryngoscopy it was seen that the cords were intact, but with a web immediately below them completely closing the glottis. Under chloroform this diaphragm was broken down with a probe and the smallest-sized intubation tube was inserted. The tracheotomy tube was removed, but the wound in the neck was kept open by wearing a rubber obturator such as is used in the alveolar drainage of maxillary sinusitis. The wearing of the intubation tube or the tracheotomy tube was alternated from October, 1906, up to the summer of 1909. The child learnt to speak in the intervals of being intubated, but the intubation tube had soon to be replaced owing to gradually returning stenosis immediately below the cords. The tracheotomy tube was blocked up about three weeks ago, and finally removed a fortnight ago.
It will be found that the boy, who is now aged about 4 years 4 months, speaks freely with a strong, clear voice. The tracheotomy wound is closed. His breathing is a little stridulous on exertion, and it is found that this is due to the fact that the left vocal cord is completely fixed in the cadaveric position, or slightly internal to it; this is evidently due to cicatrization around the arytaenoid joint. If handled gently, the small boy shows his larynx quite well by the indirect method.
This case shows that laryngeal stenosis from diphtheria may occur even although a good, low tracheotomy has been carried out. It is also claimed that the case shows the success of treatment in even complete occlusion of the glottis by means of tracheotomy and intubation. The only objection is the duration of treatment, but with patience and perseverance a result is obtained which is seldom equalled and never exceeded by such methods as laryngo-fissure or laryngo-tracheostomy.
DISCUSSION.
Mr. HERBERT TILLEY said that at present there was in University College Hospital a little boy who had been relieved in the same way by repeated intubation of post-diphtheritic laryngeal stenosis. In-this case the tracheotomy had been performed high up. He agreed with Dr. Thomson that intubation was a better method than laryngo-tracheostomy.
Dr. STCLAIR THOMSON, in reply, reminded members of the debate at Belfast, in which much was learned from their American colleagues.
A Case of Probable Malignant Disease of the Larynx in a Woman aged 47.
By HAROLD BARWELL, F.R.C.S. THE patient is the mother of six children, of whom five are alive and healthy, and one dead as the result of an accident; no miscarriages. Pain in the throat, especially on swallowing, began eleven months ago, and at the same time a lump was noticed under the jaw. The dysphagia has got worse and now radiates to the right ear. There are some hard, fixed glands behind the angle of the jaw on the right side. A large mass fills the right half of the larynx and conceals the right cord; the left cord is normal and the speech is unaffected, showing that the right cord is not involved. The mass is covered by conspicuous white elevatians. The growth has not spread on to the pharynx. The symptoms have somewhat improved after a fortnight's treatment with potassium iodide and mercury.
